Objective: Premature termination from treatment is a major factor associated with poorer drug and alcohol treatment outcomes. The present study investigated client-related baseline predictors of dropout at 3 months from a faith-based 12-step residential drug treatment program. Method: Data were collected over a period of 14 months from eight residential drug and alcohol treatment programs run by The Australian Salvation Army. The final sample consisted of 618 participants, including 524 men (84.8%) and 94 women (15.2%). Predictor variables of interest were age, gender, primary drug of concern, criminal involvement, psychological distress, drug cravings, self-efficacy to abstain, spirituality, forgiveness of self and others, and life purpose. At 3 months, 264 participants (42.7%) remained in the treatment program, and 354 participants (57.3%) had dropped out. Results: Binary logistic regression revealed that individuals were more likely to drop out by the 3-month time frame if at intake their primary drug of concern was a drug other than alcohol or they reported greater forgiveness of self. Conclusions: To the authors' knowledge, this is the first study to examine forgiveness as a predictor of dropout from a drug treatment program. Assessing patient's primary drug of concern and levels of forgiveness may be useful for residential drug treatment providers in constructing programs that provide differential treatment based on the results of these assessments. (De Leon et al., 2000; Gossop et al., 1997; Ouimette et al., 1997; Project MATCH Research Group, 1997). However, the posttreatment efficacy of these programs is often dependent on a patient's length of stay (Greenfield et al., 2004; Stark, 1992). Indeed, numerous studies have found length of stay in drug treatment to be the most consistent predictor of positive follow-up outcomes with regard to such things as abstinence, criminal involvement, mental health, and employment (De Leon, 1990-1991 Hubbard et al., 1997; Simpson, 1981; Simpson and Sells, 1982; Simpson et al., 1997).
ABSTRACT. Objective: Premature termination from treatment is a major factor associated with poorer drug and alcohol treatment outcomes. The present study investigated client-related baseline predictors of dropout at 3 months from a faith-based 12-step residential drug treatment program. Method: Data were collected over a period of 14 months from eight residential drug and alcohol treatment programs run by
The Australian Salvation Army. The final sample consisted of 618 participants, including 524 men (84.8%) and 94 women (15.2%). Predictor variables of interest were age, gender, primary drug of concern, criminal involvement, psychological distress, drug cravings, self-efficacy to abstain, spirituality, forgiveness of self and others, and life purpose. At 3 months, 264 participants (42.7%) remained in the treatment program, and 354 participants (57.3%) had dropped out. Results: Binary logistic regression revealed that individuals were more likely to drop out by the 3-month time frame if at intake their primary drug of concern was a drug other than alcohol or they reported greater forgiveness of self. Conclusions: To the authors' knowledge, this is the first study to examine forgiveness as a predictor of dropout from a drug treatment program. Assessing patient's primary drug of concern and levels of forgiveness may be useful for residential drug treatment providers in constructing programs that provide differential treatment based on the results of these assessments. (J. Stud. Alcohol Drugs, 73, 000-000, 2012) LONG-TERM RESIDENTIAL TREATMENT programs, such as the 12-step programs offered by faithbased organizations, remain one of the more common treatment options for individuals with substance misuse problems (McCoy et al., 2005) . Several studies have shown that individuals who enter residential programs often have similar or superior recovery outcomes than those who enter other forms of treatment (De Leon et al., 2000; Gossop et al., 1997; Ouimette et al., 1997; Project MATCH Research Group, 1997) . However, the posttreatment efficacy of these programs is often dependent on a patient's length of stay (Greenfield et al., 2004; Stark, 1992) . Indeed, numerous studies have found length of stay in drug treatment to be the most consistent predictor of positive follow-up outcomes with regard to such things as abstinence, criminal involvement, mental health, and employment (De Leon, 1990 -1991 Hubbard et al., 1997; Simpson, 1981; Simpson and Sells, 1982; Simpson et al., 1997) .
Although the relationship between exact length of stay and treatment outcomes differs depending on treatment modality and program type (inpatient, outpatient, etc.) (Simpson and Sells, 1982) , research suggests that drug and alcohol patients need to stay in treatment for a minimum of 3 months to gain significant improvements in the aforementioned areas (Hubbard et al., 1997; Mulder et al., 2009; Simpson, 1979 Simpson, , 1981 Simpson and Sells, 1982; Simpson et al., 1999) . Specifically, using the large Drug Abuse Reporting Program database, Simpson (1979 Simpson ( , 1981 found that a minimum of 3 months was necessary for any positive effect, and, after 3 months, a linear relationship was found between tenure and the above outcomes for up to 2 years. Unfortunately, approximately 50%-80% of individuals entering drug and alcohol treatment drop out before the 3-month time frame (e.g., see Baekeland and Lundwall, 1975; Stark, 1992 , for reviews). Dropout has become a somewhat pejorative term but, for the purposes of this study, refers to individuals leaving treatment before the recommended treatment duration. Dropout does not necessarily mean treatment failure; although, as noted, individuals who stay longer tend to have better outcomes on average.
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Identifying reliable predictors of residential treatment dropout can inform treatment providers about how they can better tailor their services for individuals at risk of terminating prematurely.
Numerous client-related variables have been found to be related to treatment outcomes and dropout in both faith-based and secular programs, including age (Baekeland and Lundwall, 1975; Copeland and Hall, 1992) , gender (Adamson et al., 2009; Claus et al., 2002) , drug type (McCaul et al., 2001 ), criminal involvement (Evans et al., 2009) , psychiatric severity (Adamson et al., 2009; McKay and Weis, 2001 ), stress (Dawes et al., 2000) , drug cravings (Hartz et al., 2001) , abstinence self-efficacy (Adamson et al., 2009) , and spirituality/religiosity (Kelly and Moos, 2003) . Despite the number of demonstrated predictors in the available research, there is a general lack of consistency in these predictors across studies (Claus et al., 2002; Greenfield et al., 2007; Maglione et al., 2000) .
In identifying potential predictors for the present study, we considered the empirical findings noted above, cognitive-behavioral models of relapse, and factors that might be unique to the faith-based treatment program that is the focus of the research. Cognitive-behavioral models of relapse theorize that negative emotional states (affect), cravings, and self-efficacy contribute to lapses and relapse (Marlatt and Gordon, 1985; Niaura, 2000; Witkiewitz and Marlatt, 2007) . Similarly, they might be expected to contribute to dropping out of residential treatment as a precursor to relapse. Negative emotions will vary from person to person, such that a range of states (e.g., depression, anxiety)-as opposed to a specific emotion-is thought to better predict relapse. Thus, measures of general psychological distress with a strong affective component may be most related to dropout. Although the definition of cravings is highly debated in research, craving is commonly operationalized as a persistent urge or desire to use a substance (Witkiewitz and Marlatt, 2007) . In the context of the present study, it is expected that individuals who enter treatment with higher craving for drugs or alcohol will find it more difficult to persist with treatment and are more likely to leave early. Self-efficacy expectations are theorized to Deane (Mar 2012) 6 mediate the relationship between cravings and relapse, such that greater confidence in being able to cope with high-risk situations and control substance use reduces the probability of relapse (Niaura, 2000) .
Thus, higher self-efficacy regarding the ability to cope with tempting situations should reduce the likelihood that someone would leave residential treatment early.
For some participants, it is possible that specific elements of a faith-based treatment program may not fit well with their beliefs or expectations of treatment, and this may result in them leaving treatment early. For example, faith-based treatment organizations that offer 12-step-oriented programs have a strong emphasis on spiritual growth as a means to recovery (Alcoholics Anonymous World Services Inc., 2001). Two major mechanisms proposed to drive this spiritual growth are forgiveness and life purpose (Neff and MacMaster, 2005) . Forgiveness can be defined as a process involving affective, behavioral, and cognitive components. When individuals perceive that they have been unfairly treated, they forgive when they willfully reduce resentment and related negative responses toward an offender. Furthermore, they may also respond with more positive emotions (e.g., compassion, love) toward the offender (Enright and Fitzgibbons, 2000) . Forgiveness is typically recognized as having at least two components-forgiveness of oneself and of others (McCullough et al., 2000) . Forgiveness is viewed as the antidote to resentment that is considered as one of the strongest maintaining factors in substance use disorders (Alcoholics Anonymous World Services Inc., 2001). Forgiveness may, therefore, be important for an individual to "let go" of previously held negative cognitions that maintain substance misuse.
Indeed, research has found that forgiveness (self and others) is negatively related to a broad range of psychopathological variables among people seeking substance-related treatment (e.g., depression, anxiety, and psychoticism; Webb et al., 2009 ) and positively related to health outcomes more generally (Worthington, 2005) . In drug and alcohol treatment contexts, greater forgiveness (of self and others) was related to reduced frequency, quantity, and negative consequences of alcohol intake (Webb et al., 2006) . Despite the positive outcomes demonstrated for time spent in spiritually based treatment programs (Gossop, 1995; Gossop et al., 1997; McCoy et al., 2005) and the potential role forgiveness might play in this process, research investigating the relationship between forgiveness and drug treatment dropout is lacking.
In spiritually based drug treatment programs, life purpose-defined as "the subjective reason for a person's existence, which is derived from their beliefs, values, and dispositions, and used to produce and manage life goals" (Lyons et al., 2010, p. 537 )-is another proposed mechanism that underlies recovery (Lyons et al., 2010; Miller, 1998) . It is a widely held belief that individuals who lack significant life purpose may turn to drugs for fulfillment. Twelve-step programs aim to address this by providing opportunities for the cultivation of both spiritual and social purpose in life (Lyons et al., 2010) . This is proposed to be achieved via service attendance, prayer, helping others in the recovery journey, and restoring fractured interpersonal relationships (Lyons et al., 2010; Milne, 2009) . Research suggests that greater life purpose is related to positive outcomes in alcohol rehabilitation. For example, greater purpose in life has been significantly related to a greater likelihood of refraining from heavy drinking at 6 months (Robinson et al., 2007) . Other studies investigating purpose in life have found similar results (Carroll, 1993; Noblejas de la Flor, 1997; Waisberg and Porter, 1994) . Underlying theology and theories used in faith-based substance abuse programs argue that a reconnection with God fills the spiritual void associated with substance abuse and leads to greater purpose in life, which in turn reduces substance use behaviors. Purpose and meaning in life have been found to significantly increase after participation in 12-step facilitation treatment (Robinson et al., 2007) . Forgiveness is embedded in 12-step facilitation models and is particularly prominent in Step 8 (becoming willing to make amends) and Step 9 (making amends when possible) (Webb and Trautman, 2010) . Finally, forgiveness has been found to mediate the relationship between spiritual experiences and purpose in life in a sample of people Deane (Mar 2012) 8 attending faith-based residential drug and alcohol treatment using a 12-step facilitation approach (Lyons et al., 2011) . However, the relationship between life purpose, forgiveness, and drug and alcohol treatment dropout in long-term residential treatment remains unknown.
This study aims to determine the extent to which a range of psychological and demographic variables collected at treatment entry can predict 3-month retention in a faith-based 12-step program.
Finding reliable predictors of dropout is a major step toward to bettering drug treatment services through screening methods and tailoring programs to suit the needs of individuals more likely to drop out.
Furthermore, previous research has not examined the role of forgiveness (of self and others) or life purpose as potential predictors of dropout from a drug treatment program. In sum, in this study, predictor variables of interest are age, gender, primary drug of concern, criminal involvement, psychological distress, drug cravings, self-efficacy to abstain, spirituality, forgiveness of self and others, and life purpose.
Method

Participants
All participants provided signed consent for the collection and use of their data, and these procedures have been reviewed and approved by the University of Wollongong Human Research Ethics Committee. Data were collected over a period of 14 months from eight residential drug and alcohol treatment programs in Australia run by The Salvation Army. Over the study period, 678 participants entered the treatment programs. For data to be eligible for analysis, participants' initial assessments needed to have occurred within 31 days of entry to the program. Only the first admission during the study period was used in analyses. Thus, those who left and were readmitted only had their data from the first admission included. Of those who entered, data from 60 participants were unsuitable for analysis because they did not meet this criterion, had missing data, or had other data collection errors (e.g., assessment date was earlier than entry date). Data from 618 participants (91%) were used in the final analysis.
The final sample for analysis included 524 men (84.8%) and 94 women (15.2%) (Table 1) , with a mean age of 36.8 years (SD = 10.59) for men and 37.7 years (SD = 11.02) for women. Eighty-four participants (13.6%) were married or in relationships. The majority of participants were born in Australia (87.4%) and were of Anglo-Saxon background (91.6%). Participants' religions were Christian (37.2%), no religion (26.3%), Roman Catholic (20.8%), Protestant (7.7%), other (5.7%), Buddhist (1.7%), and Muslim (0.6%).
[COMP: Table 1 
about here]
When asked about their usual living arrangements during the past 3 years, 32% of participants reported that they lived with their partner and/or children, 24% lived alone, 21% lived with other family members, 10% lived with friends, 5% had mostly been living in a controlled environment (i.e., jail), and 7% reported that they did not have stable living conditions during this period.
Participants were asked to indicate the highest level of education that they completed. One participant reported completing primary school (kindergarten to Grade 6), 31% completed lower secondary (between Grades 7 and 9), 57% completed upper secondary (between Grades 10 and 12), and 12% completed further tertiary education.
Participants' primary drugs of concern were alcohol (54%), stimulants (14%) and cannabis (12%) (see Table 1 ). One hundred and seventy-nine participants (33%) were awaiting charges, trial, or sentencing. Twenty-two percent of these participants were awaiting legal charges, trial, or sentencing for assault; 12% for drug-related offenses; 12% for burglary or larceny; 7% for parole violations; 5% for shoplifting or vandalism; 3% for robbery; 1% for forgery; and 1% for arson. Participants' length of stay Upon entry to the program, The Salvation Army staff conducted a routine background interview that included participants' drug and alcohol use, criminal involvement (defined as presently awaiting charges, trial, or sentencing), as well as their demographic information. In addition, participants were asked to complete a battery of questionnaires. All data were entered into The Salvation Army Management of Information System.
Measures
The Drug Taking Confidence Questionnaire (short version) (DTCQ; Sklar et al., 1997) . This is an 8-item self-report questionnaire that measures a person's self-efficacy in terms of resisting the urge to take drugs in specific high relapse situations. The DTCQ had a Cronbach's α coefficient of .98 (Sklar et al., 1997) . In the present study, the Cronbach's α was .92.
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The Desires for Alcohol Questionnaire (DAQ; Clark, 1995) . This is a 36-item measure of a person's drug and alcohol cravings. The short 8-item form of the DAQ used in the present study was modified to reflect both drug and alcohol cravings. The short versions of the DAQ have been found to have good convergent and discriminant validity, demonstrating a significant positive relationship with an alcohol cravings measure-Obsessive Compulsive Drinking Scale (Anton et al., 1995) (r = .50, p <.01) and a significant negative relationship with a self-efficacy to refuse drugs and alcohol (r = -.42, p < .01; see Mason et al., 2009 ). Cronbach's α for the eight-item DAQ in an independent sample of 277 individuals in residential drug and alcohol treatment was .88 (unpublished data from Lyons et al., 2011) .
In the present study, the Cronbach's α was .92.
The Depression, Anxiety and Stress Scale-21 (DASS-21; Lovibond and Lovibond, 1995) . This is a well-established 21-item self-report questionnaire that measures a person's affective states of depression, anxiety, and stress. Previous research has shown the DASS-21 subscales to have good concurrent validity with other well-known measures of depression (Beck Depression Inventory: r = .79), anxiety (Beck Anxiety Inventory: r = .85), and stress (State Trait Anxiety Inventory: r = .68) (Antony et al., 1998) . The DASS-21 has a Cronbach's α of .88 for the depression subscale, .82 for the anxiety subscale, .90 for the stress subscale, and .93 for the total scale (Henry and Crawford, 2005) . In the present study, the total score was used, and the Cronbach's α was .96. Scale (SBS; Schaler, 1996) . This is an eight-item scale that measures spiritual thinking based on the 12-step philosophy of Alcoholics Anonymous. Specifically, the model measures "release-gratitude-humility" and "tolerance" dimensions of spirituality. The SBS had a Cronbach's α of .92 (Schaler, 1996) in a study investigating spiritual thinking in 295 treatment providers who work for drug and alcohol treatment organizations. In the present study, the Cronbach's α was .82.
The Spiritual Belief
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The Heartland Forgiveness Scale (HFS; Thompson et al., 2005) . This is an 18-item self-report questionnaire that measures a person's dispositional forgiveness of themselves, of others, and of situations. Each item is rated on a 7-point Likert-type scale ranging from strongly disagree (1) to strongly agree (7). Example items are "It is really hard for me to accept myself once I've messed up" (self-forgiveness) and "If someone mistreats me, I continue to think badly of them" (forgiveness of others). Prior research found that the HFS had a Cronbach's α of .86-.87 (total), .72-.76 (self), .78-.71 (others), and .77-.82 (situations) (Thompson et al., 2005) . In this study, 12 items of the two subscales used to measure a person's dispositional forgiveness of themselves and other people were used.
Cronbach's α of .68 (self) and .76 (others) were found.
The Life Engagement Test (LET; Scheier et al., 2006) . This is a six-item self-report questionnaire that measures a person's purpose in life, defined in terms of the extent to which a person engages in activities that are personally valued. Prior research found that the LET had a Cronbach's α of .80 (Scheier et al., 2006) . In the present study, the Cronbach's α was .74.
Statistical analysis
Data were analyzed using the SPSS, Version 17 (SPSS Inc., Chicago, IL). The dependent variable was calculated as those who remained in the program for 90 days or more (from their entry date) versus those who dropped out before the 90-day mark. Primary drug of concern was categorized into "alcohol" and "other drugs" because alcohol represented more than half of the sample, and the remaining drug types were highly varied, resulting in low numbers for each drug type. Binary logistic regression was used to examine the unique treatment entry-based predictors of dropout at the 3-month time frame. Post hoc biserial correlations and chi-square tests were used to further explore these relationships. A standard family-wise type I error rate of .05 was used.
Results
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Relationship between predictor variables Table 2 presents correlations between the predictor variables. Participants who stayed in treatment for 90 days or longer were more likely to be older, report lower levels of forgiveness of self, and report alcohol or not opiates as their primary substances of concern.
Predictors of dropout at 3 months
A binary logistic regression analysis was conducted to predict dropout at 3 months using age, gender, primary drug of concern, criminal involvement, psychological distress, alcohol or drug cravings, self-efficacy to abstain, spirituality, forgiveness (of self and others), and life purpose as predictors. A test of the full model against a constant-only model was statistically significant, indicating that the predictors reliably distinguished those who dropped out from those who did not, χ 2 (14) = 33.85, p < .002. Although significant, the Nagelkerke's R 2 indicated that the predictors accounted for only 9.5% of the variance in dropout. The overall model was 61.6% accurate, being able to predict dropouts with 76.5% accuracy and nondropouts with 42.3% accuracy. The predictor variables calculated from the regression are summarized in Table 3 .
[COMP: Table 3 
about here]
The regression analysis revealed two significant predictors-primary drug of concern and forgiveness of self. Those who reported higher average forgiveness of self were more likely to drop out before the 3-month time frame, Exp(β) = 0.75.
Alcohol was used as the reference category for primary drug of concern because this category had the highest proportion of those staying more than 3 months. For those with cannabis and stimulants as their primary drug, the odds of them staying 3 months or more were reduced by 20% compared with those with alcohol, Exp(β) = 0.80 and 0.78, respectively. Those who reported opiates had 60% reduced odds compared with alcohol, Exp(β) = 0.40, and those with "other" drug types had a 90% reduced odds,
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Exp(β) = 0.09, of staying more than 3 months compared with those with alcohol as their primary drug of concern. However, the differential odds were significant only for opiates and "other" drugs compared with alcohol.
Regression analyses were also conducted with the dependent variable, time in treatment, as a continuous variable. However, the regressions accounted for only 2% of the variance with age as the only significant predictor. Because these analyses offered less predictive or explanatory insights, they are not elaborated on further in this article.
Post hoc analyses
A post hoc chi-square test revealed a significant difference in the proportion of people who stayed beyond 3 months depending on their primary drug of concern. For those who reported alcohol as their primary drug, 49.3% (n = 165 / 335) stayed beyond 3 months, whereas of those who reported any drug other than alcohol, only 32.9% (n = 72 / 219) stayed beyond 3 months, χ 2 (1) = 14.51, p < .001.
However, chi-square comparisons revealed significant differences compared with alcohol for all four drug types. Specifically, the 49% with alcohol as the primary concern were more likely to stay beyond 3 months compared with those with stimulants (35%), cannabis (35%), opiates (27%), and other drugs (10%), all p < .05.
The regression further demonstrated that individuals who reported higher average forgiveness of self were more likely to drop out before the 3-month time frame. Biserial correlations (Field, 2009) between forgiveness of self and 3-month retention revealed a significant but small negative relationship between forgiveness of self and retention past the 3-month period (r = -.16, p < .003) (one tailed).
Data were available for 198 of the participants who completed the measures around 3 months in treatment. We explored whether there were changes over this time in treatment on the predictor variables using a series of paired t tests. There were significant reductions in psychological distress (DASS) and cravings (DAQ), and significant increases in forgiveness (HFS), self-efficacy (DTCQ), and spiritual beliefs (SBS) (all ps < .01). There was no significant improvement in purpose in life (LET, p > .05).
Discussion
There is a high dropout rate from drug treatment programs, and previous research suggests that client-related variables may be useful in predicting those more likely to dropout. This study aimed to find predictors of dropout from a faith-based residential treatment program, two of which (forgiveness and life purpose) have not previously been examined. Findings revealed that slightly more than half of the participants dropped out of the treatment program by the 3-month period. Previous studies that have used comparable methodological parameters and samples have revealed dropout rates similar to or greater than the current study within similar time frames (approximate range: 50%-80%) (e.g., see Evans et al., 2009; Gossop et al., 1999; Keen et al., 2001; Maglione et al., 2000; Meier et al., 2006) . In a review, Baekeland and Lundwall (1975) determined that 52%-75% of outpatient alcoholics dropped out by the fourth session, and a mean of 28% of inpatient alcoholics dropped out before the recommended period (typically 2-3 months). What is unclear from previous research, however, is exactly what can be expected when assessing real-world outcomes between the 3-month time frame and other time frames.
For example, are individuals three times more likely on average to relapse or commit a criminal act if they receive only 1 month of treatment instead of 2 or 3 months in a residential program? Furthermore, at what time frame is further treatment no longer effective with regard to these outcomes? Such information could be used to modify treatment programs and economically maximize outcomes.
Despite previous research demonstrating some utility in the predictors explored in this study, few reached significance, and the overall model explained only 9.5% of the variance in dropout. predictors have generally been found to be inconsistent across studies (Claus et al., 2002; Greenfield et al., 2007; Maglione et al., 2000) .
Of the two significant predictors found in this study, participant's drug type was the strongest predictor of retention, with those reporting alcohol as their primary drug of concern being more likely to remain at the 3-month period. Although there was a general trend for greater proportions of those with alcohol problems to remain past 3 months, this was only significant in relation to those with opiates or "other" drugs as their primary problem. We were unable to locate similar findings for medium-to longterm inpatient programs. However, a similar predictive pattern has been found in inpatient detoxification and outpatient settings. In a study of 877 First Nations individuals attending inpatient detoxification services in Canada, 29% were found to drop out (Callaghan, 2003) . Whether patients were self-referred (odds ratio = 1.89) or had preferred using drugs other than alcohol (odds ratio = 1.67) predicted treatment dropout. In a second study of 268 hospital outpatients, those who reported alcohol as their only drug were almost twice as likely to remain in treatment at the 6-month period compared with those who reported a combination of alcohol and other drugs or just other drugs (McCaul et al., 2001 ). This raises questions about why those with alcohol as their primary drug of choice tend to stay longer in treatment.
In a study investigating a 28-day rehabilitation program, those with alcohol-only problems were significantly older, more likely to be married, and had longer and more severe substance misuse Deane (Mar 2012) 17
histories at admission than dual substance users (Brown et al., 1993) . Alcohol-only patients in rehabilitation have also been found to have greater psychiatric severity and more prior treatment attempts than dual substance users or cocaine-only users (Brower et al., 1994) . It is possible that alcohol is a more insidious drug of misuse because of legal and social acceptance and a strong culture of heavy episodic drinking. Thus, an individual could have problems with drinking for a long period before society (or family and friends) deems it sufficiently "problematic" to require treatment. Such delays may result in more severe problems and multiple treatment episodes before help is first sought. Delays in help seeking and length of time with alcohol misuse increase the potential for harming relations with family and friends. Although speculative, when those with long-term alcohol problems enter residential treatment, they may believe they have done considerable harm to others over the years. The more harm that one perceives he or she has done to others, the greater the potential that he or she will experience shame and be less self-forgiving.
Our findings indicated that persons who reported greater forgiveness of self at baseline were more likely to drop out by the 3-month period. However, the biserial correlation between selfforgiveness and dropout was small in magnitude. Although we raised the possibility of secondary processes-such as doing penance for past indiscretions that may also be related to greater length of stay-there may be other explanations. There were significant improvements in self-forgiveness among those completing a second assessment after 3 months in treatment, suggesting self-forgiveness could change relatively early in treatment. This raises the question about whether changes in forgiveness rather than admission scores may be more prominent in explaining treatment retention. We have commenced collection of 3-month postdischarge outcome data in the current treatment settings. In the future, we will assess the relationships between outcome, treatment retention, and self-forgiveness.
In the treatment settings where this research was conducted, issues of forgiveness were mostly embedded within 12-step groups. Webb and Trautman (2010) use the forgiveness phases described by Enright and colleagues (1998) to characterize the processes at each step. In the early steps (e.g., Steps 1-3), work focuses on "uncovering" and "decision" phases of forgiveness (Webb and Trautman, 2010) .
This requires understanding and accepting the need for change and making a commitment. Webb and Trautman (2010) specify units within these phases, such as recognition of shame, anger, identification with offender, realization that former coping strategies are ineffective, and consideration of forgiveness.
However, it is the latter steps that are most explicitly and clearly related to forgiveness (Step 8, being willing to make amends;
Step 9, making amends where possible). Better understanding of the relationship of these various forgiveness components to changes in self-forgiveness may allow for more refined timing to promote treatment retention. The findings here suggest that further research is needed to elucidate such questions with the aim of improving drug treatment programs.
An unexpected finding was that purpose in life at treatment entry did not significantly predict treatment retention at 3 months. Overall, people rated their responses as "unsure" on this measure at entry, and this remained stable over time. There was also relatively little variability in mean ratings individual's drug cravings at baseline may dramatically increase 1 week later when an emotional trigger occurs, such as a bad phone call from family or a dispute with one of the other residents. Indeed, research has found craving to change in response to such things as mood (Maude-Griffin and Tiffany, 1996) , blood levels of the drug (Greenwald, 2002) , and perceived availability of the drug (MacKillop and Lisman, 2007) . Research has also demonstrated forgiveness to fluctuate over time (McCullough et al., 2003) . Future research may benefit from repeated measures of these dynamic variables. Baselineonly assessments aimed at predicting future likelihood of dropout might benefit from a focus on better capturing fluctuations in these dynamic indicators that might be most related to dropout. For example, those who enter treatment with high levels of craving that are sustained after 2 weeks may be more at risk of dropout than those who show reductions in craving. Similarly, early increases in a sense of purpose in life may help hold people in treatment by providing hope, a greater sense of direction, and goal orientation. There are several other dynamic variables that may show promise in future research;
for example, counselor ratings of the working alliance have been found to be highly related to treatment retention (Meier et al., 2006) . Another limitation of the current study is the underrepresentation of women and lack of power to assess predictors by gender. Nevertheless, the sample is representative of most populations in long-term residential programs, especially in Australia (Australian Institute of Health and Welfare, 2009) , and can therefore be generalized to other treatment programs with similar gender proportions.
In conclusion, a large proportion of individuals can be expected to drop out of a residential drug treatment program by the 3-month period. Identifying client-related variables that can accurately and reliably predict those who will drop out from those who will not has thus far been inconsistent in the empirical research. The present study found few client-related variables that were significantly related to treatment dropout. However, it was found that patients who do not report alcohol as their primary drug Deane (Mar 2012) 20
concern but who report greater forgiveness of self may be more likely to drop out by the 3-month period. To the authors' knowledge, this is the first study to examine and find elements of forgiveness as a predictor of dropout from a drug treatment program. These findings may be useful for residential drug treatment programs to implement strategies aimed at retaining such individuals or developing better aftercare and assertive follow-up for those who leave treatment early. If these findings are replicated, then one approach may include constructing a curriculum within a program aimed at individuals with primarily alcohol problems and another curriculum for individuals with problems related to drugs other than alcohol. Such programs may also be able to refine the forgiveness components of treatment, which may also promote greater treatment retention. 3 "Was this admission prompt or suggested by the criminal justice system," 0 = no, 1 = yes. 4 Depression, Anxiety and Stress Scale total average score; higher scores indicate greater symptom distress.
5 Desires for Alcohol Questionnaire total average score; higher scores indicate greater levels of cravings.
6 Drug Taking Confidence Questionnaire total average score; higher scores indicate greater self-efficacy to abstain. 7 The Spiritual Beliefs Scale total average score; higher scores indicate greater spirituality.
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The Heartland Forgiveness Scale subscale total averages; higher scores indicate greater levels of forgiveness.
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Life Engagement Test total average score; higher scores indicate greater life purpose. 10 0 = primary substance of abuse not alcohol, 1 = primary substance of abuse is alcohol.
11 0 = primary substance of abuse not stimulants, 1 = primary substance of abuse = stimulants. 12 0 = primary substance of abuse not cannabis, 1 = primary substance of abuse cannabis. 13 0 = primary substance of abuse not opiates, 1 = primary substance of abuse = opiates. *p < .05; **p < .01. 2 "Was this admission prompted or suggested by the criminal justice system," 0 = no, 1 = yes.
3 Depression, Anxiety and Stress Scale total average score; higher scores indicate greater symptom distress. 4 Desires for Alcohol Questionnaire total average score; higher scores indicate greater levels of cravings.
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The Spiritual Beliefs Scale total average score; higher scores indicate greater spirituality. 7 The Heartland Forgiveness Scale subscale total averages; higher scores indicate greater levels of forgiveness.
